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gonococcal infection with a sensitivity of
93%, a specificity of 98%, and an accuracy
of 95% compared with standard culture
methods.5 All cases of NGO were treated
according to established recommendations.6
Of the 502 infants born during four weeks,

the following were excluded from analysis:
52 delivered by caesarean section, 36
referred for special neonatal care, and six
who died within 24 hours after birth. Of the
remaining 408 neonates, 175 (42-9%) were
discharged before receiving eye prophylaxis.
Eleven ofthese infants developedNGO. The
odds ratio for the development of NGO in
our sample was 5-14 (p<001), with a 95%
confidence interval ofodds ratio of 16-16 6.
When those who received prophylaxis were
analysed by age at administration of
prophylaxis, a trend of effect (Mantel exten-
tion test) with increasing delay in prophylaxis
was detected (table). This finding indicates
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TABLE Effect of timing ofprophylaxis on risk for neonatal gonococcal ophthalmia
(NGO)

No (%) with NGO:
Standardised

n Present Absent risk ratio*

Prophylaxis at
<4 hours 160 1 (06) 159 (99 4) 1 00
>4 hours 73 2 (2 7) 71 (97 3) 4-48

Noprophylaxis 175 11 (63) 164(93-7) 10-67

* X Mantel extension test, = 2-85; p<0 01.
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the site of the incision. Eight days after
surgery an abscess was drained. Culture on
aerobic and anaerobic media produced a
growth (in aerobic conditions only) of a
Gram negative, oxidase positive diplococcus
later identified as Ngonorrhoeae (by sugar
oxidation in CTA medium and agglutination
with the Phadebact gonococcus test).
The gonococcus was also isolated from an

endocervical specimen. P lactamase produc-
tion was detected by a chromogenic
cephalosporin method. The isolate had a 4-7
megadalton R plasmid but not a 24-5
megadalton transfer plasmid. Susceptibility
testing on GC agar supplemented with
chocolated horse blood inoculated with 106
bacteria/ml and incubated for 24 hours,
showed minimum inhibitory concentrations
of 8 mg/l of penicillin, 8 mg/l of tetracycline,
2 mg/l of cefoxitin, 0'03 mg/l of cefotaxime,
16 mgA of streptomycin, 32 mg/l of
kanamycin, 8 mg/l ofgentamicin, and 32 mg/
I of spectinomycin.
The surgical wound must have been

contaminated from the original endocervical
infection by the hands of either the patient or
hospital staff, as other mechanisms seem
improbable. The patient, who was also
diagnosed as having malaria due to
Plasmodium vivax, recovered completely
after treatment with cefoxitin, chloroquine,
and primaquine.

We thank Dr Rafael Rotger Anglada for making
the plasmid study of the strain.

that the timing ofprophylaxis is an important
factor modifying the efficacy of tetracycline
or silver nitrate in the prevention of NGO.
The number of cases representing
"prophylaxis failure" were too few for us to
assess more accurately the critical time for
the administration of prophylaxis to prevent
NGO. Our data, however, suggest that delay
in prophylaxis beyond four hours after birth
is associated with 4*5-fold increase in risk
for NGO.

Yours faithfully,
Lulu Muhe
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TO THE EDITOR, Genitourinary Medicine

Infection of a surgical wound by f
Iactbmase producing Neisseria gonorrhoeae

Sir,
Infections with Neisseria gonorrhoeae occur
most commonly in the genitourinary tract
and can cause urethritis, cervicitis,
salpingitis, and bartholinitis. Other clinical
manifestations include pharyngitis,
conjunctivitis, anorectal infections, the
arthritis-dermatitis syndrome, and excep-
tionally perihepatitis, endocarditis, and
meningitis. 2 The mechanism of
transmission is by contact with exudates
from infected mucous membrane,
almost always as a result of sexual
activity.2
We present an exceptional location of

N gonorrhoeae infection - a surgical
wound. The patient was a Spanish woman
aged 29 who came from Equatorial Guinea.
After undergoing a caesarean section in our
hospital, she developed a fever and had clini-
cal signs of infection of the abdominal wall at

Yours faithfully,
E Perez Trallero
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